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NEW YORK STATE DEPARTMENT OF HEALTH 
STATE BOARD FOR PROFESSIONAL MEDICAL CONDUCT 

BPMCNo. 17-169 

CONSENT 
ORDER 


IN THE MATTER 
OF 

DANIEL CAMERON, M.D. 


Upon the application of (Respondent) DANIEL CAMERON, M.O. In the attached 
Consent Agreement and Order, which Is made a part of this Consent Order, it is 

ORDERED, that the Consent Agreement, and its terms, are adopted and 
it is further 

ORDERED, that this Consent Order shall be effective upon Issuance by the Board, 

either 


by malting of a copy of this Consent Order, either by first class mail to Respondent at 
the address in the attached Consent Agreement or by certified mail to Respondent's 
attorney, OR 

upon facsimile transmission to Respondent or Respondent's attorney, 
whichever Is first. 

SO ORDERED. 

DATE: 6/15/2017 

Carmda Torrelli 
Vice Chair 

State Board for Professional Medical Conduct 
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NEW YORK STATE DEPARTMENT OF HEALTH 

STATE BOARD FOR PROFESSIONAL MEDICAL CONDUCT 


CONSENT 

AGREEMENT 


DANIEL CAMERON, M.D,, represents that all of the following statements are true; 

That on or about January 14,1985,1 was licensed to practice as a physician in the 
State of New York, and Issued License No. 161183 by the New York Slate Education 
Department. 

My current address Is loS'^ 

_, and I will advise the Director of die Office of Professional 

Medical Conduct of any change of address. 

I understand that the New York Stale Board for Professional Medical 
Conduct (Board) has charged me with one or more specifications of professional 
misconduct, as set forth in a Statement of Charges, marked as Exhibit "A", attached to and 
part of this Consent Agreement. 

I assert that I cannot successfully defend against at least one of the acts of 
misconduct alleged, In full satisfaction of the charges against me, and agree to the 
following penalty; 



IN THE MATTER 
OF 

DANIEL CAMERON, M.D. 
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Pursuant to N.Y. Pub. Health Law § 230-a(9), I shall be placed on probation 
for a period of 3 years, subject to the terms set forth in attached Exhibit “B." 

I further agree that the Consent Order shall impose the foliowing conditions: 

That Respondent shall comply with each and every penalty Imposed by this 
Order pursuant to N.Y. Pub. Health Law § 230>a. 

That Respondent shall, regarding each patient of Respondent’s medical 
practice after the effective date of this order: 

• Communicate fully to the patient the nature of the medical role that 
Respondent Is undertaking, whether as a physician with primary 
care responsibility for that patient's general medical condition(s), or, 
in the alternative, as a consultant for a defined or limited purpose 
and/or a practitioner of a particular medical specialty, whether or 
not universally accepted treatment modalities are contemplated. 

Respondent shall document his role and this communication fully in 
the patient's record. 

• Obtain written informed consent specificatiy addressing all aspects 
of treatment modalities to be used by Respondent in performance 
of the medical role undertaken and as addressed above. The 
language of the consent forms shall be determined by the 
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Respondent and his appropriately qualified counsel. Exemplars of 
each consent form prepared and used for this purpose shall be 
provided to the Office of Professional Medical Conduct for inclusion 
in its files but not for acceptance or rejection. Respondent shall 
provide the initial set of informed consent forms to OPMC no later 
than 45 days after the effective date of this Order. 

• Include in the patient record all written informed consent forms duty 
obtained and full documentation of all discussions with the patient 
concerning the nature and scope of Respondent's evaluation and 
treatment, and of the patient's need to pursue conventional medical 
care elsewhere, if indicated, at the patient's informed option. 

• Document in the patient record all histories obtained and physical 
examinations performed on the patient by Respondent and/or 
Respondent's staff. 

• For all new patients first seen after the effective date of the Order 
and for all continuing patients for whom it is medically appropriate, 
attempt to get the patient’s written consent to obtain the patient’s 
medical records from prior or concurrently treating physicians or 
facilities, and to enable Respondent to communicate with those 
physicians or facilities, as necessary. Respondent shall maintain 
these medical records, and/or documentation related to requests 






for these records, in the patient medical record. Respondent shall 
document appropriately his review of any records received from 
other treating physicians or facilities. Alternatively, if the patient 
refuses to grant written consent after being fully advised of the 
reason for it, Respondent shall document Respondent’s advice and 
the patient’s refusal. 

Refer the patient to appropriate primary care physicians, 
specialists, or consultants for further evaluation and/or treatment 
where medically warranted and beyond the scope of Respondent’s 
role with regard to the patient. Respondent, who states and 
affirmatively represents that making such referrals as specified 
above is already his standard practice, shall note all referrals in the 
patient’s medical record to the extent that such referrals are made. 
Respondent shall provide the physician receiving the referral with 
all patient information known to Respondent that is significant in 
relation to the purpose of the consultation, unless the physician 
receiving the referral declines to receive it; this information shall 
include, but not be limited to, all treatment modalities in use. if the 
patient refuses the referral after being fully advised of the reason 
for it, Respondent shall document the Respondent's advice and the 
patient’s refusal. 
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The above condition and all of its terms shall take effect 60 days after the 
effective date of the Consent Order and will continue so long as Respondent 
remains a Licensee in New York State; and 

That Respondent shall remain in continuous compliance with all 
requirements of N.Y. Educ Law § 6502 including but not limited to the 
requirements that a Respondent shall register and continue to be registered 
with the New York State Education Department (except during periods of 
actual suspension) and that a Respondent shall pay all registration fees. 
Respondent shall not exercise the option provided in N.Y. Educ. Law § 
6502(4) to avoid registration and payment of fees. This condition shall take 
effect 120 days after the Consent Order’s effective date and will continue so 
long as Respondent remains a Licensee in New York State; and 

That Respondent shall remain in continuous compliance with all 
requirements of N.Y. Pub. Health Law § 2995-a(4) and 10 NYCRR 1000.5, 
including but not limited to the requirements that a Respondent shall; report 
to the department all information required by the Department to develop a 
public physician profile for the Respondent; continue to notify the department 
of any change in profile Information within 30 days of any change (or in the 
case of optional information, within 365 days of such change); and, in 
addition to such periodic reports and notification of any changes, update his 
or her profile information within six months prior to the expiration date of the 


E 
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Respondent's registration period. Respondent shall submit changes to his or 
her physician profile information either electronically using the department's 
secure web site or on forms prescribed by the department, and Respondent 
shall attest to the truthfulness, completeness and correctness of any changes 
Respondent submits to the department. This condition shall take effect 30 
days after the Order's effective date and shall continue so long as 
Respondent remains a Licensee in New York State. Respondent's failure to 
comply with this condition, if proven and found at a hearing pursuant to N.Y. 
Pub. Health Law § 230, shall constitute professional misconduct as defined 
in N.Y. Educ. Law § 6530(21) and N.Y. Educ. Law § 6530(29). Potential 
penalties for failure to comply with this condition may include ail penalties for 
professional misconduct set forth in N.Y. Pub. Health Law § 230-a, including 
but not limited to: revocation or suspension of license. Censure and 
Reprimand, probation, public service and/or fines of up to $10,000 per 
specification of misconduct found; and 

That Respondent shall provide the Director, Office of Professional 
Medical Conduct (OPMC), Riverview Center, 150 Broadway, Suite 355, 
Albany, New York 12204-2719, with the following information. In writing, and 
ensure that this information is kept current; a full description of Respondent's 
employment and practice; alt professional and residential addresses and 
telephone numbers within and outside New York State; and all investigations. 
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arrests, charges, convictions or disciplinary actions by any local, state or 
federal agency, institution or facility. Respondent shall notify OPMC, in 
vi^riting, within 30 days of any additions to or changes in the required 
information. This condition shall take effect 30 days after the Order’s effective 
date and shall continue at all times until Respondent receives written 
notification from the Office of Professional Medical Conduct, Physician 
Monitoring Program, that OPMC has determined that Respondent has fully 
complied with and satisfied the requirements of the Order, regardless of 
tolling; and 

That Respondent shall cooperate fully with the Office of Professional Medical 
Conduct (OPMC) in its administration and enforcement of this Consent Order 
and in its investigations of matters concerning Respondent. Respondent shall 
respond in a timely manner to all OPMC requests for written periodic 
verification of Respondent's compliance with this Consent Order. 

Respondent shall meet with a person designated by the Director of OPMC, 
as directed. Respondent shall respond promptly and provide all documents 
and information within Respondent's control, as directed. This condition shall 
take effect upon the Board's Issuance of the Consent Order and will continue 
so long as Respondent remains licensed in New York State. 

I stipulate that my failure to comply with any conditions of this Consent Order shall 
constitute misconduct as defined by N.Y. Educ. Law § 6530(29). 
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I agree that, if I am charged with professional misconduct In future, this Consent 
Agreement and Order shall be admitted into evidence in that proceeding. 

I ask the Board to adopt this Consent Agreement. 

I understand that if the Board does not adopt this Consent Agreement, none of its 
terms shali bind me or constitute an admission of any of the acts of alleged misconducti 
this Consent Agreement shall not be used against me in any way and shali be kept in strict 
confidence: and the Board's denial shall be without prejudice to the pending disciplinary 
proceeding and the Board's final determination pursuant to the N.Y. Pub. Health Law. 

I agree that, if the Board adopts this Consent Agreement, the Chair of the Board 
shall issue a Consent Order in accordance with its terms. I agree that this Consent Order 
shall take effect upon its issuance by the Board, either by mailing of a copy of the Consent 
Order by first class mall to me at the address in this Consent Agreement, or to my attorney 
by certified mail, OR upon facsimile transmission to me or my attorney, whichever is first. 
The Consent Order, this agreement, and all attached Exhibits shall be public documents, 
with only patient identities or other confidential information, if any, redacted. As public 
documents, they may be posted on the Department's website. OPMC shall report this 
action to the National Practitioner Data Bank and the Federation of State Medical Boards, 
and any other entities that the Director of OPMC shall deem appropriate, 

I stipulate that the proposed sanction and Consent Order are authorized by N.Y. 

Pub. Health Law §§ 230 and 230-a, and that the Board and OPMC have the requisite 
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powers to carry out all Included terms. I ask the Board to adopt this Consent Agreement of 
my own free will and not under duress, compulsion or restraint. In consideration of the 
value to me of the Board's adoption of this Consent Agreement, allowing me to resolve this 
matter without the various risks and burdens of a hearing on the merits, I knowingly waive 
my right to contest the Consent Order for which I apply, whether administratively or 
judicially, I agree to be bound by the Consent Order, and I ask that the Board adopt this 
Consent Agreement. 

I understand and agree that the attorney for the Department, the Director of OPMC 
and the Chair of the Board each retain complete discretion either to enter into the 
proposed agreement and Consent Order, based upon my application, or to decline to do 
so. I further understand and agree that no prior or separate written or oral communication 
can limit that discretion. 



■T"!nr: liiiir 
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The undersigned agree to Respondent's attached Consent Agreement and to its 
proposed penally, terms and conditions, 


DATE: 


DATE: 


b 



J/yjQWES G. SIMON, ESQ. 
Atnnrey for Respondent 


LESLIE ArElSENB^G 
Associate Counsel / 

Bureau of Professidnal Medical Conduct 


DATE: 




KEITH W. SER1?IS" “ 

Director 

Office of Professional Medical Conduct 







EXHIBIT “A” 



NEWYORKSTATfe DEPARTMENTOFHEALTH 

j STATEfiOARD FOB PROFESSIONAL MEDICAL CONDUCT 


IN THE MATTER 
OF 

DANIEL CAMERON, MO 


STATEMENT 

OF 

CHARGES 


Daniel Cameron, M.D., the Respondent, was Authorized to practice medicine In 
I New York State on or about January 14,1985, by Ihe Issuance of i|(»nse number 1S1103 
I by the New York State Education Department. 

FACTUAL ALLEGATIONS 

A. Respondent treated Patient A, a 4l-year-old woman, from on or about January 20, 
1997, through in or about June 20Q8. At the Initial visit, the Patient reported leg pain, 
poor sleep and, that she had been evaluated by numerous physicians, for various Joint 
corhplainls, with no dennilive diagnosis. In March 1999, the Patient was admitted to a 
psychiatric facility for narcotic detoxlficalion and upon discharge, returned Ip 
Respondent for continued treatment. In August 1999, based on ongoing complaints of 
poor concentration and fatigue, the Patient was evaluated at Helen Hayes Hospital and 
was diagnosed with Bipolar Disorder/Personallhr Disorder and. Narcotic Abuse, In or 
about July 2003, the Patient moved to FioridaL, Respondeht continued to provide the 
Patient with prescriptions for narcotics through 2005. (Patient names are ideiltifled in 
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th 0 A| 3 pQndfx). Re^ndent’s care etfid ifoatment deviated from minimally aiccepted 
standards of care In that: 

1. Respondent repeatedly failed to take and/or note an adequate histoiy of 
pfeseht Illness. 

2, Respondent repeatedly failed to perform and/or note an appropriate 
physical eKarnihation. 

3, Resportoent failed to appropriately construct a differential diagnosis and 
pursue a thorough diagnostic evaluation. 

4. Respondent treated the Patient inapproprlafeiy with an ongoing and 
escalating antiblotio regimen without appropriate sequential physical examlnattons 
andclIntcaJ re^assessmentofor consideration of any aiternative diagnoses and/or 
treatmertl. 

6. Respondent failed to follow-up. In a timely fashion, when the Patient 
developed possible adverse reactions to administered therapy. 

6. ResporKfent Inappropriately prescribed narcotics for the Patient 

7. Respondent inapproprfalelyprfl^ilbed medication to the Patient without 
appropriate medical indications. 

B. Respondent failed to maintain a record that accurately reflects the care and 
treatment rendered to the Patient. 

B. Respondent treated Patient 8, a SS-year-old woman, from on or about October 15, 
lasB, through on or about March 7,2008, for complaints that included severe fatigue, 
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disturbed steep, Irittabmiy, Joint pafns, frequent sore throats, nausea and diarrhea. At 
her InHial vlsfl, the Patient reported that 9 yeaiis earner she had been told she had a 
borderline Lyme lest and was treated with antibiotics and, that In Ihe past 5 years she 
had frequenit bouts of fatigue and was diagnosed with Chronic Fatigue Syndrome. In 
December 1996, the Patient was seen by a neurologist who, based on an abnormal 
MR], recommended a lumbar puncture but one was not done. In June 1999, the 
patient had an abnoimal brain SPECT. In January 2po2, the patient had her first and 
only physical examination In Respondent’s practice. In January 2008, ten years after 
the initial MRi, the Patient had a second MRI, which was again abnormal and, a 
neurologist performed a lumber puncture. The results of Ihe lumbar puncture were 
negative for Lyine disease biit revealed positive oligocfonai band proteins which are 
consistent with the diagnosis Of Multiple Sderosis. Respondeiife care and treatment 
deviated from minfrnally accepted standards of care In that 

1. Respondent repeatedly failed Ip take and/or note an adequate history of 
present Illness. 

2. Responderft failed to obtain end^or review prior medical records to confirm 
the earlier diagnoses end treatment. 

3. Respondent repeatedly failed to perform and/or note an appropriate 
physical examlnatlpn. 

4. Respondent failed to appropriately construct a differential diagnosis arrd 
pursue a thorough diagnosllc evaluation. 
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6. Resporutont treated the Patient inappropriately with arr ongoing and 
escalating antibiotic regimen without appropriate seguantfal physical examinations 
and clinical re-assessments for consideration of any alternative diagnoses and/or 
treatment 

6. Respondent jnappropiiatety prescribed medlceilon to the patient without 
appropriate medico Indications. 

7. Respondent failed to orde r and/or perform a lumbar puncture to evaluate 
the Patient based on ongoing complaints, an abnormal MRj and, an abnormal 
SPECTscan. 

B. Respondent failed to reconslddf a broad differential diagnosis based upon 
radiographic studies and ongoing complairits that deluded among other ^ptoms: 
slurred speech, memory loss, fatigue, headaches and worsening symptoms in the 
warm vireather. thereby depriving the pafieht of an accurate diagnosis and years of 
effective thOrapy for her progressive disease. 

9, Respondent fa) led to follow-up. In a timely fashion, when the Patient 
experienced possible adverse reactions to administered therapy. 

10. Respondent failed to maintain records that accurately reflect the care and 
treatment rendered to the Patient. 

C. Respondent treated Patient C, a 47-year-old male* from In or about January 199$, 
through In or about May 2009. The Patient suffered froni morbid obesity and diabetes. 
In June 1999, the Patient presented with a diagnosis of phlebitis of his right leg. 
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Respondent began treating the Patient with parenteral antibtptics and thereaftei*. 
Respondent added the diagnosis of Lyme disease. Respondent's care and treatment 

deviated from minfmalty aooepted standards of care In thaL 

* 

1. Raspondent repeatedly failed to lake andfor note an adequate history of 
present illness. 

2. Respondent repeatedly failed to perfomi andfor note an appropHate 
physical examination, 

3. Respondent failed to appropriately construct a. differential diagnosis and 
pursue a thorough diagnostic evaluation. 

4. Respondent treated the Patient inappropriately with an ongoing antibiotio 
regimen without further medical or surgical investigation of chronic venous 
insufliclency. 

6. Respondent failed to maintain records that accurately refleras the care and 
treatment rendered totiie Patient 

D. Respondent treated Patient D, a 49-y9ar‘otd woman, from on or about October 10, 
1997, through In or about Febn^ry 20o5. Respondent saw the Patient for evaluation of 
possible Lyme disease. At her Initial visit, the Patient complained of problems with I 
concentration, fatigue and, mulllple Joint pains. The Patient reported that she had 
previously been seen by a neurologist and had a normal MRI wd CT Scan. In 
December 1998, a neurologist recommended that Respondent order and/or perform 
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spinal fluid analysfs but, this v/as not done. Respondent's care and treatment deviated 
from minimally accepted standards of care in that: 

ti Respondent repeatedly failed to take and/or note an adequate histoiy of 
present illness. 

2. Respondent repeatedly failed to perform and/or note an appropriate 
physical exantinatfon. 

3. Respondent failed to appropriately construct a differential diagnosis and 
pursue a thorough diagnostic evaluation. 

4. Respondent failed to appropriately evaluate the Patient, based on 
complaints of ongoing dizziness. 

5. Respondent treated the Patient inaf^ropilately with an ongoing and 
escalating antibiotic regimen without appropHate sequential physical examinations 
and ctinical re-assessmenfs for con^deratlon of any alternative diagnoses and/or 
freatmenb 

6. Respondent failed to 'maintain records that accurately reflects the care arid 
treatment rendered to the Patient. 

E. Respondent treated Patient E, a 46-year-old woman, from on or about July 8, 
2008, through In or about August, 2006, At her Initial visit, the Patient reported that 
she had been diagnosed with Parkinson's disease in May 2008, and that in early May 
2008, she had a lick bite, a buirs eye rash and had been treated with antibiotics and 
Intra muscular injections tor approximately seven weeks, Respondent ordered a PlCC 
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line for Ihe acimlnlsfralion of parenteral antibiotics, which was placed on July 17,200B. 
Ond Week later, (he Palieht complained of pain In her neck and shoulder. On July 31, 
2008, die Paiiont reported extreme pain. The Patient had dyehbus Doppler study 
which indicated deep vein thrombosis* The Patient was admitted to Northern 
Westchester Hospital whdre the PICC line was removed and the.patient was placed on 
anticoagulant therapy, flespondenfs care and treatment deviated from minimally 
accepted standards of care in thah 

1. Respondent repeatedly failed to lake and/or note an appropriate history. 

2. Respondent failed to obtain and/or review prior medica! records to confirm 
the earlier diagnosis and treatment. 

3* Respondent repeatedly failed to perform and/or note an appropriate 

physical examination. 

4. Respondent failed to appropriately construct a differential diagnosis and 
pursue a thorough dlagnostlo evaluation. 

6, Respondent Inappropriately treated the Patient with an anliblotic r^imeh 

without appropriate physical examinations and clinical re-assessments for 
consideration of any altemallve diagnoses and/or treatment 

6, Respondent ordered and/or prescribed a PICC line and parenteral 
antibiotics without medical necessity. 

7. Respondent failed to appropriately evaluate the Patient, in a timely fashion, 
when she complained of pain associated with the PIOG line. 
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e. Respondent failed to maintain a record that accurately reflects the care and 
treatment rendered to the Patient. 

F. Respondent treated Patient F, a 36-year-old woman, on February 19,2008. and 
May 5,2008, The Patient reported that her recent medlcaJ history Inctuded a 
termination of pregnancy in Oolobet' 2007, diveiUculftis In November 20Q7 and, a 
diagno^s of Lyme disease for which she was treated with a five-week course of 
antibiotics ii> January 2O08, Respondent’s care and treatment deviated from minimally 
accepted standards of dare In that: 

1. Respondent repeatedly failed to fake and/or note an appropriate history, 

2. Respondent failed to obtain and/br review prior rnedfcal records to confirm 
the earlier diagnosis and treatment. 

3. Respondent repeatedly failed to perform and/or note an appropriate 
physical exanilnation. 

4. Respondent failed to appropriately construct a differenfial diagnosis and 
pursue a titerpugh diagnostic evaluation Including but riot limited to olher Infections 
or Inflarnmatoiy processes. 

5. Respondent failed to appropriately follow-up on abnorrrtal laboratory results 
including abnormal fiver function tests artd an elevated sedimentation rale, 

6. Respondent failed to evaluate the Patient by ordering a CT scan of the 
abdomen and pplvis as well as addftlpnal blood testing. 
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7. Respondent failed, to maintain a record that accurately reflects the care and 

treatment rendered to Patient. 

G. Respondent treated Patient Q, a 28-year-old man, from on or about August 1 f, 
2009, through on or.abdut September 2fi, 2010. The Patient presented fOrevaluatlon 
of possible Lyme disease with complaintsof headache, fatigue, memory lo$s, myalgia 
and back and neck pain. The Patierit had a history Of bipolar disorder for vi^lch he was 
under the care of a psychiatrist and, he had been diagnrtoed with and treated for Lyme 
disease 16 years earlier, A previous evaloaiion by a neurologist included negative 
MRI and MRA of the brain. Rpspondenfs care and treatment Of the Pafenl deviated 
from minimally accepted standards of care In that 

1. Respondent repeatedly failed to take and/^or note an adequate history of 
presarvt illness. 

2. ' Respondent repeatedly failed to perform and/or rrote an appropriate 

physical examination, 

3. Respondent failed to appropriately construct a differenDal diagnosis and 
pursue a thorough diagnostic evaluation. 

4. Respondent failed to appropriately evaluate the Patient based ort hb 
ongoing complaints of chronic headaches and cognitive dysfunction. 

5. Respondent treated the Patient Inappropriately with an ongoing and 
escalatlrig ahtlbloHc regimen without appropriate sequential physical examinations 
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treatment rendered to the Patient. 

SPECIFJCATION OF CHARGES 

FIRST SPECIFICATION 

NEGUCEMCe ON MORE THAN ONE OCCASION 

Beepondent Is charged with committing professional misconduct as defined In N-Y, 
Educ. Law § 6530(3) by practicing the profession of medicine with negligence on more 
than one occasion as alleged In the facts oh 

1, Paragraph A and Its subparagraphs and/or Paragraph B and Its 
subparagraphs and/or Paragraph C and its subparagraphs and/or 
Paragraph D and ife subparegraphs and/or Paragraph E -artd Its 


and clinical re-assessments for consideration of any alternative diagnoses and/or 
treatment. 

$. Respondent Inappropriately prescribed medications wflhoul appropriate 
medical irKilcations and/or without considering po^ble drug Interactions. 

7. Respondent failed to follow*Up, In a timely fashion, when the Patient 
expedenced possible side effects. 

a. Respondent failed to follow-up appropriately on abnormal test results, 

g. Respondent failed to maintain records that accurately reflects the care and 
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subparagraphs and/or Paragraph P and fts subparagraphs and/or 
Paragraph Q and its subparagraphs. 


Respondent is charged with cortimitllng pir<rfesslonal misconduct as defrnfid in NrY, 
Educ. Law § 6530(5) by praciioing the piofesston of fTJ©dlc6ne with Inpoihpetenpe on more 
than one occasion as aiteged fn the facts of: 

a Paragraph A and as subparagraphs and/or Paragraph 3 and Its subparagraphs 
ancVbr Paragraph C and its subparagraphs and/or Paragraph D and Hs 
subparagraphs antVor Paragraph E and Its subparagraphs antVor Paragraph F 
and its subparagraphs and/or Paragraph G and its subparagraphs, 


Respondent Is charged with committing professional misconduct as defirred In N.Y, 
Bduc. Law § 6530(4) by practicing the profession of medicine with gross negligence on a 
particular occasion as alleged In the facts of the following: 

3. Paragri^h A and its subparagraphs, 


4, Paragraph 3 and Its subparagraphs. 
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6. Paragraph C and Hs subparagraphs. 

6. Paragraph D and Its subparagraphs. 

7. Paragraph E arni its subparagraphs. 
0. Paragraph F and Its subparagraphs. 
9. Paragraph Q and its subparagraphs. 


Respondent is charged with committing professional misconduct as defined in N^Y. 
Educ. Lavr § 65dO(6} by practicing the profession of medicine with gross incompetence as 
alleged in the facts of the foliowing: 

10. Paragraph A and its subparagraphs andfor Paragraph 5 and Its 
subparagraphs and/dr Paragraph C and its sUi^ragraphs ahd/or 
Paragraph D and Its subparagraphs andfor Paragraph E arud Its 
subparagraphs and/br Paragra;^ F and its subparagraf^s andfor 
Paragraph 0 and its subparagraphs. 














Respondent fs charged with committing profession^ misconduct as defined in N«Y. 
Educ. Lflw § ^530(32) by failing to maintain a record for each patient which accurately 
reflects the care and treatment of the patient, as alleged In the facts of: 

11. Paragraph A and A (8) and/or Paragraph B and B( 10) and/or Paragraph 
C and C(S) and/or Para^aph D and D(6) and/or Paragraph E and £(8) 
and/or Paragraph F and F(7) and/or Paragraph Q and !G(9), 


DATE April 27,2017 

New York, New York 



Roy Nemerson 
Deputy Counsel 

Bureau of Professional Medical Conduct 









EXHIBIT 


Terms of Probation 

1) Respondent's conduct shall conform to moral and professional standards of conduct 
and governing law. Any act of professional misconduct by Respondent as defined by 
N.Y. Educ, Law §§ 6530 or 6531 shall constitute a violation of probation and may 
subject Respondent to an action pursuant to N.Y. Pub. Health Law § 230(19). 

2) Respondent shall cooperate fully with, and respond In a timely manner to, OPMC 
requests to provide written periodic verification of Respondent's compliance with the 
terms of this Consent Order. Upon the Director of OPMC’s request. Respondent shali 
meet in person with the Director's designee. 

3) The probation period shall toll when Respondent is not engaged in active medical 
practice in New York State for a period of 30 consecutive days or more. Respondent 
shall notify the Director of OPMC, in writing, if Respondent is not currentiy engaged in, 
or intends to leave, active medical practice in New York State for a consecutive 30 day 
period. Respondent shall then notify the Director again at least 14 days before returning 
to active practice. Upon Respondent’s return to active practice in New York State, the 
probation period shall resume and Respondent shall fulfill any unfulfilled probation 
terms and such additional requirements as the Director may impose as reasonably 
relate to the matters set forth In Exhibit "A” or as are necessary to protect the public 
health. 

4) TTie Director of OPMC may review Respondent's professional performance. This review 
may Include but shall not be limited to: a review of office records, patient records, 
hospital charts, and/or electronic records; and interviews with or periodic visits with 
Respondent and staff at practice locations or OPMC offices. 

5) Respondent shall adhere to federal and state guidelines and professional standards of 
care with respect to infection control practices. Respondent shall ensure education, 
training and oversight of all office personnel involved In medical care, with respect to 
these practices. 

6) Respondent shall maintain complete and legible medical records that accurately reflect 
the evaluation and treatment of patients and contain all information required by State 
rules and regulations concerning controlled substances. 

7) Within thirty days of the Consent Order’s effective date. Respondent shall practice 
medicine only when monitored by a licensed physician, board certified in an appropriate 
specialty considering Respondent’s specialty of practice, who is familiar with the 
diagnostic and treatment modalities practiced and offered by Respondent ("practice 
monitor"). Practice monitor shali be proposed by Respondent and subject to the written 





approval of the Director of OPMC. Such written approval shall not be unreasonably 
withheld. 

a) Respondent shall make available to the monitor any and all records or 
access to the practice requested by the monitor, including on-site 
observation. The practice monitor shaii visit Respondent's medical practice 
at each and every location, on a random unannounced basis at least monthly 
and shall examine a selection (no fewer than 20) of records maintained by 
Respondent, including patient records, prescribing Information and office 
records. The review will determine whether the Respondent's medical 
practice is prudent and competent, given all of the conditions and 
circumstances of the patient, the medical role of Respondent as made know 
to the patient, and referrals made. Any perceived deviation from prudent and 
competent care as set forth above, or refusal to cooperate with the monitor 
shall be reported within 24 hours to OPMC. 

b) Respondent shall be solely responsible for all expenses associated with 
monitoring, including fees, if any, to the monitoring physician. 

c) Respondent shall cause the practice monitor to report quarterly, In writing, to 
the Director of OPMC. 

d) Respondent shall maintain medical malpractice insurance coverage with 
limits no less than $2 million per occurrence and $6 million per policy year, In 
accordance with Section 230(18)(b) of the Public Health Law. Proof of 
coverage shall be submitted to the Director of OPMC prior to Respondent's 
practice after the effective date of this Order. 

Respondent shall enroll in and successfully complete a continuing education program in 
an area or areas as directed by the Office of Professional Medical Conduct. This 
continuing education program is subject to the Director of OPMC's prior written 
approval and shall be successfully completed within the first 90 days of the probation 
period. 

Respondent shall comply with this Consent Order and all Its terms, and shall bear all 
associated compliance costs. Upon receiving evidence of noncompliance with, or a 
violation of, these terms, the Director of OPMC and/or the Board may iniflate a violation 
of probation proceeding, and/or any other such proceeding authorized by law, against 
Respondent. 




